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These papers remove one objection to the practice of according to the elderly an equality of concern, respect, and protection in the care aVorded by a public health care system, namely that such treatment is futile or the next best thing to futile.
An important question that must be settled before anything useful can be said about such surgery is the question of whether people's legitimate moral claims are age related in any way? There are three obvious ways in which it might be thought that moral claims could be age related.
One is that the strength of the claims might be thought to vary with elapsed time, that they might diminish (or increase) in proportion to the amount of lifetime an individual had experienced or "consumed".
The second concerns not lifetime lived, but lifetime in prospect. It is often thought that moral claims vary with life expectancy, in proportion to the amount of life an individual has left or (more likely) is reasonably expected to have left. This will always be related to elapsed time but may also arise through illness, injury or indeed genetic constitution.
Finally many think that moral claims are legitimately varied by quality of life considerations-for example, that people with very poor quality of life are not worth (or are worth less) the expenditure of health care resources.
It is perhaps some or all of these considerations that lie behind Rudolf Klein's recent suggestion in the BMJ that "it might not be too diYcult to get widespread agreement that the elderly should have less priority than the young in getting lifesaving cardiac surgery". 4 Of course the ethical issue is not what people would agree to, but what they ought to agree to.
I have for many years defended an age neutral approach to the allocation of scarce resources which may be expressed thus: So long as we each wish to live out the rest of our lives, however long that turns out to be, then if we do not deserve to die, we each suVer the same injustice if our wishes are deliberately frustrated and we are cut oV prematurely. 5 An important element of an age or life expectancy neutral position expressed in this way is that it links discrimination on the basis of elapsed lifetime, to discrimination on the basis of life expectancy. These are not of course necessarily linked. Some people have defended what might be termed a "fair innings argument", which suggests that people are entitled to every opportunity to live a fair lifespan-perhaps the traditional three score years and ten. Up to that point they have equal entitlement to health care, beyond the fair innings they are given very low priority. However, the fair innings argument has a number of defects. It assumes that the value of a life is to be measured in units of lifetime, the more the better up to a certain point but thereafter extreme discounting begins. The problem with such an approach is that people value particular events within their life disproportionately to the time required to experience those events. Although the fair innings argument gives great importance to a life having shape and structure, these things are again not necessarily only achieved within a particular timespan. On the fair innings argument Nelson Mandela's entitlement to lifesaving care from the community was over long before he left prison. It is not only for such as Mandela that the most important part of their life might well begin after a so called "fair innings" has been achieved.
Without the vast detail of each person's life and their hopes and aspiration's within that detail, we cannot hope to do justice between lives. The only sensible alternative is, arguably, to count each life for one and none for more than one, whatever the diVerences in age and in other quality considerations.
It is this outlook that I believe is the only one tenable for a public health care system. It also explains why murder is always wrong, and wrong to the same degree, whatever the age of the victim. When you curtail (or decline to extend) someone's life, you take from them not only all they have but all they will ever have, it is a diVerence in degree so radical that it makes for a diVerence in the quality of the act. Those who believe in discriminating in favour of the young or against the old must believe that in so far as murder is an injustice, it is less of an injustice to murder the old than the young; it is clear that in robbing people of life you take less from them the less life expectancy they have. This is of course directly contrary to the way in which the common law tradition has viewed the wrong of ending life prematurely. As Mars Jones J has said in his judgment in a recent case: However gravely ill a man may be . . .he is entitled in our law to every hour . . .that God has granted him. That hour or hours may be the most precious and most important hours of a man's life. There may be business to transact, gifts to be given, forgiveness to be made, 101 bits of unfinished business which have to be concluded. 6 The age indiVerence principle If we try to derive from this an appropriate guiding principle, perhaps the following has some plausibility: An individual's entitlement to the concern, respect and protection of the community, as expressed in its public health care system does not vary with age or life expectancy. 7 I believe this principle is the only one consistent with justice and with the principles that animate our public health care system. 8 9 Acting consistently with this principle in the case of cardiac surgery in the elderly has been shown to be useful and eYcient, which is certainly a bonus. But we should be clear that doing right is important even when we have to makes sacrifices in terms of cost and eYciency. Although there may still be a consensus that the young should get priority in receiving lifesaving cardiac surgery, that consensus needs to be justified. I do not believe that there is any way of providing that justification consistent
